
While this part of the operation was being done,
the abdomen was thoroughly flushed out with
gallons of salt solution until the turbid serum was
entirely washed away. Two counter incisions
in the flanks were made and cigarette wicks of
gauze and rubber dam were introduced in all
directions, two in each flank dan three in the
central incision. A rubber drainage tube was
also introduced, covered with gauze, to the bot-
tom of the pelvis. A Mixtcr tube was then tied
into the cecum, which was drawn to the umbilicus
for this purpose and the wounds were partially
united with silkworm gut. The patient stood
the operation well, and was at no time in an
alarming condition of collapse. The operation
consumed less than forty minutes.
After the operation the drainage tube was

emptied by a catheter and suction syringe, at
intervals of every half hour in the day and every
two hours at night. One to two drachms of fluid
were usually obtained during the first week. On
the day after operation an enema through the co-
lostomy tube was followed by a good result. The
patient was fed on nutrient enemata until the 9th
day, when small doses of milk and lime water were
allowed. On the sixth day all of the wicks and
the rubber drainage tube had been removed, and
the Mixter tube had come away, leaving a fecal
fistula. On the thirteenth day the wound was
drawn together with straps, and in two weeks the
fistula had closed. At the present time, just over
three months after the operation, the wound is
solid and the patient is eating well and feels in
perfect health.
INJURY OF INTESTINE; OPERATION; RECOVERY.
Case III. P. S. (hospital No. 411-199), a host-

ler, fifty-eight years of age, was brought to the
hospital on Aug. 28,1902, in the afternoon, and
entered the serviicc of Dr. S. J. Mixter, by whose
permission I report the case. The history was
as follows: Previous history of a negative charac-
ter; an hour and a half before entrance the patient
was kicked in tho abdomen by a horse. He ap-
parently did not lose consciousness, but fell and
was unable to rise and suffered excruciating pain.
On examination there was found a man of

large frame and well nourished, face pale and with
an anxious expression, moist with perspiration.
Pulse of 84, of good quality and medium tension.
Temperature 98.2. Respiration 22, shallow and
chiefly costal. Lungs negative. Heart not en-
larged, soft systolic murmur at base, not trans-mitted. The abdomen was markedly retracted in
upper portion and of boardlike rigidity. This
was most marked in the upper left portion
of the left rectus muscle, which was so re-
tracted as to form a transverse depression.
There was a small area of shifting dullness in the
left flank. Tenderness was present over the
whole abdomen, becoming exquisite in left upper
quadrant. Rectal examination was negative.
Urine drawn by catheter was normal. Patient
vomited undigested food after entrance ; no blood.
Liver dullness not diminished. Leucocytosis of
19,000. The diagnosis of probable injury to the

intestine was made by the absence of signs of
hemorrhage and the extreme rigidity of the
abdomen.
Operation three hours after injury by Dr. R.

B. Greenough; ether. A median incision six
inches long was made from ensiform to um-
bilicus. Turbid fluid escaped and blood stained
omentum presented. A culture of this fluid
showed the presence of a mixed growth of
bacilli, cocci, diplococci and streptococci. On
exploration of the entire intestinal tract, the
foliowing lesions were found: There was extrav-
asated blood in the omentum. There was a
tear two and a half inches long in the transverse
meso-colon, perpendicular to the gut, and not
involving any large vessels. The anterior sur-
face of the transverse colon was denuded of peri-
toneum over an area of one and a half by three
inches, leaving apparently uninjured muscle
exposed. At a point about ten feet from the
duodenum the jejunum presented a transverse
tear through all its coats on the side opposite to
the mesentery. This tear involved about one-
half the circumference of the gut, and from it
liquid feces were escaping into the peritoneal
cavity. A punctured wound of small size, ex-
tending only through the peritoneal and muscular
coat, was found at the junction of jejunum and
duodenum. The peritoneum was dull and cov-
ered with fibrin flakes in several regions, most
marked at the position of the tear in the jejunum.
The torn jejunum was sutured with continuous
catgut, which was reinforced by two rows of silk
Lombert stitches. The slit in the meso-colon
was closed with a continuous catgut stitch. The
rent in the peritoneal coat of the colon and the
punctured wound in the duodenum were closed
with continuous silk stitches. The abdomen was
thoroughly irrigated with gallons of hot salt solu-
tion, and wicks were placed in contact with the
sutured wound of the jejunum and against the
weak place in the transverse colon. The wound
was then closed with silkworm gut. The patient
was under ether about two hours, and was taken
to the ward in good condition.
The convalescence of the case was uninterrupted

and the temperature did not go above 100. The
wicks were removed on the fifth day and the
wound closed rapidly by granulation. The patient
considers himself in perfect health at the present
time, seven and a half months after the injury.

Reportsof Societies
THE AMERICAN ASSOCIATION OF GENITO-

URINARY SURGEONS.
SEVENTEENTH ANNUAL MEETING, HELD MAY 12, 1903,

WASHINGTON, D. C.
(Continued from No. 17, p. 466.)

CONSERVATIVE PERINEAL PROSTATECTOMY. PRES-
ENTATIONS OF NEW INSTRUMENTS AND TECH-
NIQUE.
Dr. Hugh H. Young of Baltimore read this

paper, giving a brief résumé of his work and the
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problems which presented themselves to him.
The principal objection to the perineal route wasthe necessity of the suprapubic incision to pushthe prostate down into the perineum where it
could be enucleated. After several months of
experiment he had constructed an instrument
which could be used from below to draw down
the prostate. It consisted of two fencstrated
blades attached to shafts, one of which revolved
around the other. When the two handles near
the outer end, which regulated the rotation,
were brought together, the blades were approxi-
mated and in position for insertion into the
bladder through the opening in the membranous
urethra. Once introduced above the intra-
vesical limits of the prostatic lobes, the blades
could be made to separate by rotating the ex-
ternal blades away from each other, when the
instrument would be ready for any traction on
its shaft that was necessary to drag down the
prostate well into the perineal wound. The
fact that many of the cases requiring prostatec-
tomy were vigorous men in the fifties, with sex-
ual powers well preserved, rendered it important
that nothing should be done to injure their
manly vigor, and care should be taken not to
injure or remove the ejaculatory ducts. Evi-
dence of injury to these ducts was that Petit
reported that twelve cases in thirty suffered
with epididymitis after the Albarron operation.
The doctor then presented some drawings which
showed the position of the ejaculatory ducts and
vesicles, and stated that their position depended
largely upon the character, size and disposition
of the enlargements. As a result of his study
of the course of the ejaculatory ducts, he sum-
marized as follows: In the normal prostate the
ejaculatory ducts lie for the most part just be-
neath the posterior capsule, considerably below
the level of the vesical neck, and were separated
from it by the pre-spermatic group of glands. In
the hypertrophied prostate the same statements
were true, the only difference being that the
ducts enter relatively lower down, and the vesical
neck was separated from them by much more

tissue, especially if the pre-spermatic group of
glands have taken on growth with the resulting
median lobe enlargement, when the vesical orifice
was lifted high up above, the level of the ducts. The
prostatic tissue immediately adjacent to the
ducts was beneath the urethra, and played no
part in the obstruction, which was caused en-

tirely by the lateral and median enlargements,
both of which were well above the ejaculatory
ducts.
Technique of operation. — He considered the

exaggerated dorsal lithotomy position the most
satisfactory. The perineum should be elevated
until it was almost parallel with the floor. He
Used the median perineum incision, about 6 cm.
m length, the posterior limit being quite near
the anus in thin patients; if the patient be large,
with the prostate situated deeply, he generally
»sed the inverted " V "-shaped incision. The
aPex of this incision was just over the pos-terior part of the bulb, and the two branches

were each 5 cm. long, the posterior limit be-
ing about midway between the anus and ischialtuberosity. After exposing the superficial muscles
by blunt dissection, the central tendon was

caught, by a clamp near the bulb and divi-
ded. This at once freed the sphincter and
the levator ani from the anterior attachment,
and exposed the rectum drawn forward by the
recto-urcthralis muscle. In order to reach the
membranous urethra and the apex of the pros-
tate this muscle should be divided. This at once
exposes the " espace decollable retroprostatique,"
so well described by Proust. When this muscle
was divided the rectum dropped back and one
entered the space surrounding the posterior
surface of the prostate. Next the membranous
urethra was opened upon a sound, and a sound
of considerable size passed through the incision
into the prostatic urethra and bladder. Then
the prostatic retractor, already described, was
inserted; so soon as the beak was free in the
vesical cavity the thumb screw which fixed the
blades in position was loosened, the blades
rotated 180° by means of the external blades,
and then was fixed by tightening the thumb
screws. Each blade projected laterally so as
to engage the intravesical surface of the lat-
eral lobe. As a result of this a splendid ex-
posure of the entire posterior surface of the
prostate was obtained. Next an incision was
made on either side of the median line for almost
the entire length of the posterior surface of the
prostate and about 1 cm. deep; the two lines
should be convergent. The bridge of tissue
which was contained between the two incisions
contained the ejaculatory ducts, whose preserva-
tion was of the utmost importance.
Enuclcation of the lobes.

—

He believed the
separation of the capsule from the lateral lobes
was best done with a blunt dissector. Capsules
were of varying thickess and contained several
layers of cleavage. It was important to start
not too deeply, going into the prostatic sub-
stance, nor too superficially, so as to be outside
most of the capsule. After the stripping up
process had been started correctly it was easily
continued by blunt dissectors until first the
lateral and then the anterior surface of the lateral
lobes had been freed from the capsule. Internal
enucleation required considerable care to prevent
tearing into the urethra. When the enucleation
of the lateral lobe had progressed fairly well on
each side, he found it advantageous to have
traction made upon the prostate itself, in order
to facilitate the separation of the deeper portion.
He devised a pair of fenestrated instruments
which could grasp the entire lobe, and which
presented such broad surfaces that no tearing
or cutting of the capsule could result. After
shelling out the lateral lobes, attention should
be directed to the median portion of the pros-
tate. The prostatic retractor can be used now
with great advantage, and should be handled
as follows: Push the retractor backward until
it is free in the bladder cavity; depress the
handle so that the shaft can be on top of the
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middle lobe; rotate the instrument 90° so that
one of the blades will project downward behind
it. After the median lobe has presented in the
left intracapsular cavity, it can be readily and
rapidly enucleated. By this technique he said
that he had been able to enucleate several me-
dian hypertrophies and without tearing the mu-
cous covering. Abundant vesical drainage should
be provided for, as a small tube may easily be-
come plugged by blood clots and cause great
annoyance. He deemed it advisable to keep up
continuous irrigations while the patient was being
returned to his room, so as to prevent clogging of
the drainage tube with blood clots during transit.
After treatment. — If the patient had a cys-

titis, and such patients usually do have, a con-
tinuous irrigation of the bladder was kept up,
often for a week, and with great benefit to the
vesical inflammation. A submammary infusion
of 1,000 cc. salt solution was given cither on
tho operating table or after return to bed. This
prevented both shock and anuria, and was also
a cure for the post-operative thirst. At the end
of a week in bed the drainage tubes were with-
drawn. After passing a catheter on the ninth
day it was held there by straps. Permanent
drainage was maintained for five days, the bladder
being irrigated twice daily with boric solution.
He had never had a stricture following this
operation.
Results.

—

He had now operated upon twelve
cases with the prostatic retractor, and generally
by the technique described. All these cases
were living and well. All could empty their
bladders completely, and none used the catheter.
Incontinence of urine had never been more than
a temporary affair, and the perineal fistula had
closed in all, except the recent cases. One case,
sixty-nine years old, with a tremendous prostate,
who had led a catheter life for ten years, was
now, seven weeks after the operation, voiding
urine at intervals of from three to five hours.
He had determined that the power of erection
was present, that ejaculation was apparently
normal, and that the semen obtained by ejacula-
tion contained actively motile spermatozoa and
the lecothin bodies found in normal prostatic
secretions. Their presence showed that the
bridge of prostatic tissue surrounding the ejacu-
latory ducts was furnishing a part of the fluid
ejaculated. This was possibly of great im-
portance, as it was supposed that without the
mixture of prostatic secretion, the spermatozoa
were non-motile and apparently lifeless. It was
possible that only a very small amount of pros-
tatic secretion was necessary to vivify the sper-
matozoa. He said that although a longer period
of time must elapse before the effects of the
operation can be thoroughly realized, he felt
convinced from the cases already studied that
the sexual powers would be perfectly preserved,
and that the ability of these men to procreate
would remain unchanged. The instrument
which he called his " prostatic retractor " had
transformed the operation of prostatectomy for
him. Now, with its use, the entire field was

cleared, the operation was performed in a shallow
wound accurately under visual control, proper
regard being now made to the urethra and the
ejaculatory ducts.
Dr. Ramon Guiteras of New York showed

some plates demonstrating his operation of
perineal prostatectomy.
Dr. Edwin C. Burnett of. St. Louis did not

believe that tearing or severing the ejaculatory
ducts would always interfere with the sexual
power so far as erections were concerned. At
a meeting at Niagara Falls last year he reported
a case of division of the ejaculatory ducts done
upon a child when four years of age ; this occurred
during an operation for stone. When this child
grew to manhood he had perfect virility with
normal erections, and the only thing abnormal
was the fact that he never had an ejaculation.
Dr. Arthur T. Cabot of Boston expressed

much admiration for the operation as performed
by Dr. Young, which removed an objection to
the perineal operation, the injury to the ejacu-
latory ducts, which so often happened by other
methods.
Dr. Hugh H. Young of Baltimore said that

in a case he operated upon five or six years ago,
doing the Alexander operation, he removed two
enormous lobes of the prostate and severed the
ejaculatory ducts, yet that man afterwards was
able to have an ejaculation.

Second Day
—

May 13.

acute vesiculitis — especially treatment.

Dr. James P. Tuttle of New York read this
paper. The chief object of his paper was a
prophylactic one, to call attention to the harm
often done to tho rectum by unwise efforts to
treat vesiculitis through that organ. He said
that the onset of acute vesiculitis was usually
in the course of an acute posterior urethritis.
It might be due to gonorrhea, colon bacillus,
tubercular or simple pus infection. It had been
rare, in his experience, in those cases which had
not been subjected to instrumentation or forcible
irrigation of the posterior urethra. It seemed
possible to him that the hydrostatic pressure
exerted by the Valentine method on the deep
urethra in cases of spasm of the neck of the
bladder might easily distend the ducts and carry
the infectious secretions up towards the vesicles.
The disease may come from other causes than
gonorrhea. Aside from the painful erections
and emissions, frequent and straining efforts
at urination and sometimes retention of urine,
most of the symptoms were referred to the
perineum and rectum. There usually occurred
aching in the sacrum and pelvis, rectal tenesmus,
pain on defecation, shooting down the legs into
the testicles and to the end of the penis, just as
was often found in ulcer of the rectum. Diag-
nosis could only be made by an examination
through the rectum, and this was best made
with the patient in the knee-chest position and
with the bladder moderately filled with urine.
The finger in the rectum could then make out

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at BOSTON UNIVERSITY on September 14, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



an unusual heat, tenderness, swollen irregular
masses leading upward and outward from the
lateral lobes of the prostate. Usually the pros-
tate was swollen and tender.
Treatment. — After experimenting very largely

he found that, in all such conditions requiring
prolonged irrigations, two soft catheters of rubber
were more satisfactory than the metal irrigators.In the very early stages cold water gradually
lowering the temperature from 90° to 50° by
putting ice in the reservoir after the flow had
begun was best. The bag should not be so
high as to cause a forcible injection of the fluid.
Prolonged rather than intense cold was to be
desired. After the acute symptoms had sub-
sided, one should change from cold to heat, but
one should be careful not to raise the heat too
high; 110 to 115° F. was as hot as the water should
ever be. To this he advised the adding Y% to
2% hydrastis. When the swelling and pain
persisted, irrigations over the vesicles through
the rectal speculum gave great relief, and would
often start up resolution when nothing else
would. Temperature was best reduced by the
application of guaiacol along the course of the
vas deferens. Pain was best relieved by
aconite or acetanilid, or phenacetin. Opium
should be avoided on account of its constipating
effects. Frequent rectal examinations should
be avoided. Hydrastis and ergot internally had
good effects in chronic conditions.
Dr. Eugene Fuller of New York emphasized

the hhportance of rest, with elevation of the
hips, the use of the bed pan, enemata, etc., in
the treatment of acute vesiculitis. If such a
treatment be pursued, few cases will run on to a
chronic conditon.
Dr. George K. Swinburne of New York

deprecated the use of forcible urethral irriga-
tions. He used urethral irrigations a great deal,
and had never had a case of acute urethritis or
prostatic abscess or other bad result from its
use because he never used force, and so avoided
distending the urethra too much. In acute
vesiculitis he had used the Chetwood tube with
pleasing results.
a further report on the author's method
OF exposing and draining the seminal
VESICLES.

Dr. Eugene Fuller of New York read this
paper. He reviewed this former paper read
before the New York County Medical Association
and published in the Journal of the AmericanMedical Association, May 4, 1901, entitled " ANew Operative Method to Expose the Seminal
Vesicles and Prostate for the Purpose of Extir-
pation and Drainage, — a Preliminary Report."In order to facilitate an accurate dissection
through the soft, elastic and yielding perineal
and pelvic structures, they should be made to
assume as stable a position as possible, and that
could only be accomplished by making them
taut. To accomplish this the patient with his
thighs sharply flexed was put belly downward on
a Trendelenburg table, the buttocks protruding

somewhat over the end, while the flexed thighs
straddle the table. The end of the table was
then inclined upward quite sharply. The body
was maintained in this position by sand bags,
strappings and the attention of attendants.
An antiseptic lubricated cotton tampon, with
a tape attached, was pushed into the previously
cleansed rectum, well up into the region of the
sigmoid, in order to guard against bowel leakage.
No catheter was necessary or advisable, as in the
Von Dittel operation, but the bladder emptied
before the administration of the anesthetic.
The external incision consisted of two somewhat
converging longitudinal cuts, which were con-
nected at their dependent and proximal ex-
tremities by a transverse cut. The longitudinal
cut to the operator's right began a little above
the patient's coccyx and just inside his right
ischium, and extended downward and slightly
inward, keeping just within the border of that
bone, passing the tuber ischii and ending some-
what below that tuberosity at a point laterally
and about three-fourths of an inch anteriorly
to the anterior margin of the anus. The longi-
tudinal cut to the operator's left corresponded
exactly to the one just described. The trans-
verse cut connected the converging ends, dividing
the perineum transversely about three-fourths
of an inch anterior to the anterior margin of
the anus. He incised deeply along the longi-
tudinal cuts, through the fatty tissue of the
ischiorectal space, and divided above a few of
the lower fibers of the glutens maximus muscle.
The transverse cut was then deepened, the
anterior layer of the deep fascia being cut through.
Great care was taken to avoid wounding the
sphincter muscle. The forefinger of the opera-
tor's left hand was next introduced into the rec-
tum, the ball of the tip turned downward against
the anterior rectal wall, while the corresponding
thumb pressed against the loosely dissected
rectum, the hand at the same time exercised
upward traction. With the right hand the
operator dissected more deeply, cutting through
the levator ani muscle and the visceral layer of
the pelvic fascia. The pathway of dissection
between the urethra and the rectal wall was very
narrow, and the forefinger in the rectum acted
as a most important guide. The stroke of the
knife was inward and toward the rectal wall.
The tip of the finger was moved so that it was
just behind the portion of the rectal wall where
the dissection was being made. This protected
against perforation of the rectal wall, and the
urethra escaped damage. In case the lower
portion of the lateral incisions have not been
made deep enough to sever the levator ani
muscle, they can now be made so. Next the
operator's right forefinger was inserted along
the dissection and kept just below the rectal
wall until it passed through the cut in the visceral
layer of the pelvic fascia, and entered the lymph
space which lies between the prostate and the
rectal wall. When this space was reached the
left forefinger was passed in alongside the right,
and the path of the wound divulsed by separat-
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ing the fingers. By this process the loose rectal
connections were stripped from the seminal
vesicles and posterior bladder wall, leaving those
parts exposed to direct surgical attack. The
operation having been completed for which the
incision was made, the walls of the wound were
carefully adjusted by deep sutures, so as to bring
the rectum back into its orignial position. À
space for gauze packing was left in the middle
portion of the transverse cut. If the sutures
around the rectal portion of the wound were not
deep, so as to allow the sphincter to become
firmly attached to the outlying structures, some
tendency to rectal prolapse might eventually
develop. Temporary retention of urine was apt
to develop, especially where considerable gauze
packing was left, connecting the deep track of
the wound with the surface. As the tissues in
these parts were well nourished, first intention
was the rule. This operation rendered direct
surgical attack feasible in many rebellious forms
of seminal vesicular disease, which were formerly
left unaided, or which have responded un-
satisfactorily to palliative measures. He did
not recommend the operation in tubercular
seminal vesiculitis. He found this method of
reaching and draining deep suppurations either
about the seminal vesicles or prostate most
satisfactory. If the abscess was back of the
prostate his operation avoided injuring that
gland or the ejaculatory ducts. He always
feared the operation per rectum, lest bowel leak-
age into the tissues might give trouble, or in
case of an abscess just on the verge of spon-
taneously discharging itself into the bladder,
a vesico-rectal fistula might persist. No sur-
gical objections could be raised against the
drainage of suppuration by his method, since
the dissection employed reached the focus
of trouble without injury to any of the adjacent
organs. Speedy and safe convalescence ensued,
and there was little or no danger of subsequent
complications. The only objection to the opera-
tion was that it required more skill than a cys-
totomy, with incision through the trigonum or
an incision through the rectum.
Dr. James P. Tuttle of New York, in order

to prevent any contamination of the operative
field by the rectal contents, recommended that
a metal ring with a groove running around it,
with four holes in it, be employed in this way:
An ordinary condón should first be tied around
the groove in the metal ring, which is then
fastened just inside the anal margin. The con-
don is then inverted, and this would prevent the
feces coming down as well as protect the sur-
geon's hand from the fecal contents.
Dr. Hugh H. Young of Baltimore believed

that too much attention was paid to the vesicles
and not enough to the prostate. He said that
a chronic prostatitis was more difficult to cure
than a chronic vesiculitis, and that it happened
very often a cure of both resulted from atten-
tion being paid alone to the chronic prostatitis.
Dr. E. L. Keyes, Jr., of New York always

had fancied that a rectal incision was adequate to

take care of that kind of cases; he had never
found the clangers of infection increased by an
incision through the rectum, which was a simpler
matter than going through the perineum. He
related an instructive instance occurring in a
man who was in catheter life. He was called
to the country to open an abscess, the incision
being made through the rectum. Before operat-
ing there was no pus in the urine, but after the
operation it became loaded with pus. The parts
were irrigated with boric acid solution for eight
or ten weeks, and he was reported to be no better.
He was still passing urine through his rectum.
The irrigation was stopped and, six weeks later,
the hole closed and remained closed.
Dr. Eugene Fuller of New York said he

had never had infection from the rectum from
following the method of operating advocated,
but thought the suggestion of Dr. Tuttle a good
one. He believed that a greater effort should
be made to differentiate between diseases of the
prostate and those of the vesicles. He thought
the time would soon come when more would be
done for such sufferers by operative procedures.
One of the dangers of opening through the rectum
was from the urine, and an operation which
avoided such a possibility would be better than
when we obtained drainage elsewhere.
Dr. E. L. Keyes, Jr., wished it to be under-

stood that he referred only to cases of well-defined
perivesicular abscesses when he advocated a
rectal incision for drainage.
a vesical calculus of unusual dimensions.

Dr. Abner Post of Boston presented this un-
usual specimen. The patient was a man sixty-
six years old. He dated the beginning of his
trouble from a urethral hemorrhage which he
believed occurred fourteen years ago. Since
then he had had almost constant discomfort and
frequent micturition. For some time he had
been compelled to get up every hour of the
night to pass his urine. Sometimes his urine
would not come until he had raised his leg. It
was evident when the doctor first saw him that
he had a stone, the removal of which would
relieve him of his symptoms. Suprapubic cys-
totomy was performed, and the immense stone
was disclosed. It filled the entire vesical cavity.
With much difficulty the stone was removed
from its bed. To gain sufficient room it was
found necessary to divide the recti muscles and
to make a transverse incision on each side. The
stone weighed 660 gm. It was llf in its longest
diameter and 10| inches in its shorter. The
pathologist reported that it consisted chiefly of
phosphate of calcium and triple phosphates, with
some carbonate of lime and organized débris.
The largest vesical calculus on record was said
to be in the possession of the French lithotoniist,
Morand. It weighed 6 pounds and 3 oz.
An enormous stone weighing 51 oz. was long
preserved in the hospital of La Charité, Paris.
It was extracted after death from the bladder of
a poor curate in 1690. Coulson, " On the Blad-Ider and Prostate," said: "The largest calculus
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preserved in our collections is the one which
Mr. Cline attempted to extract from the bladder
of Sir William Ogilvie; it weighed 44 oa., and was
16 inches round one axis by 14 round the other.Numerous cases are recorded where the stone
weighed from 5 to 15 or 20 oz., but how small a
proportion they bear to the mass of cases oper-
ated on may be gathered from the fact that, of
the 703 calculi in the Norwich collection, weighed
by Mr. Crosse, only two exceeded 6 oz. in weight,
and they were between 6 and 7 oz."
Dr. Hugh H. Young of Baltimore said that

from a book he had in his possession he learned
that Sir William Ogilvie for five years had foundit necessary to stand on his hands or back up
against a wall in order to urinate; in this way the
urine flowed over the top of the stone. The
attempt at perineal lithotomy was made in 1816
before the days of anesthesia. It was stated thatSir William bore the operation with great forti-
tude. With supplies from a blacksmith, a chisel
and hammer, etc., 5 oz. of the stone were
removed, and then Sir William could stand it
no longer. The calculus was now in the Museum
of the College of Physicians and Surgeons, andhad the marks of the work done upon it during
the operation, showing where a hole had been
gouged out. Last year Dr. Young had seen two
calculi which filled the bladder and prostatic
urethra, and were practically as big as the one
presented by Dr. Post.

{To be continued.)

Recent Literature

A Laboratory Text-Book of Embryology. By C.
S. Minot, S.D., LL.D., D.Sc. xvii + 380 pp.
218 illustrations. Philadelphia: P. Blakiston's
Son & Co. 1903.
Embryology has received such scant recogni-

tion in most American medical schools that the
majority of teachers of this subject have been
forced to devise means for getting the most out
of the limited opportunities given them. From
this standpoint an excellent body of concise
information and of laboratory directions has been
brought together by Professor Minot in this
" Laboratory Text-book of Embryology." The
volume opens with a chapter on the general con-
ceptions of embryology, such as a comparison of
the larval and the embryonic types of develop-
ment, the germ layers, theories of heredity, lawof recapitulation, etc. This is followed by an

account of the early development of mammals,
by which the student is led to a consideration of
the human embryo. The chapter on the human
embryo is supplemented by chapters on the de-velopment of the pig, chick and rabbit, and the
volume is concluded with an account of the
Uterus and fetal appendages in man, and direc-tions for laboratory manipulation.
The novel feature in the treatment of the sub-

ject, and one that will attract the attention of
teachers, is the attempt to describe the anatomy
of the more important stages of developing em-
bryos on the basis of a few well-selected sections
in the three planes: transverse, sagittal and
frontal. Although this method acquaints the
student, with the structural relations in only a

few planes in the embryo body, it must be con-
fessed that Dr. Minot has been unusually suc-
cessful in selecting the very best sections and in
supplementing them with some remarkably
clear and beautiful perspective drawings of solid
reconstructions. The method here outlined
gives evidence of the work of the experienced
teacher, and is carried out with such rare insight
as to the precise requirements of the case that
its success seems assured.
The illustrations, text as well as plates, repre-

sent with remarkable fidelity the natural appear-
ances of the objects from which they arc taken.
Many of them are indeed works of art, and fully
equal the best embryological reproductions hither-
to published. The letter-press is remarkably
clear, and in Dr. Minot's well-known scholarly
style. Embryologists are responsible for a fair
share of verbal innovations, and Dr. Minot has
kept to this tradition by introducing the verb
" to microtome." The word is certainly con-

venient, though possibly " microtomize " might
have been more in accordance with etymological
usage.
To the teacher of human embryology the vol-

ume is full of suggestions, for it is evidently the
outcome of long practical experience, and the
school that will instil into its students even a

small part of the information contained in Dr.
Minot's textbook, and give them even part of
the training he implies, will do much in advanc-
ing to its proper place the somewhat neglected
study of human embryology.
A Text-book of Clinical Anatomy. For Students
and Practitioners. By Daniel N. Eisen-
drath, A.B., M.D., Professor of Clinical An-
atomy in the Medical Department of the Uni-
versity of Illinois (College of Physicians and
Surgeons); Attending Surgeon to the Cook
County Hospital, Chicago, etc. Octavo of
515 pages, illustrated with 153 illustrations, a
number in colors. Philadelphia, New York,
London: W. B. Saunders & Co. 1903.
In his preface the author states that the prim-

ary object of his work is to serve as a bridge for
both the practitioner and student from descrip-
tive anatomy, as it is usually taught in the first
two years of a medical course, to its daily appli-
cation at the bedside, in the clinic or in the oper-
ating room. The term "clinical anatomy" seemed
to the author to be the most appropriate one to
use to express the larger field which the subject
covers. The illustrations, which are very nu-

merous, are for the most part very clear and
serviceable, and the majority are original. The
book will be found useful by the clinician, whether
medical or surgical.
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